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The  First  National  Report  Card  on 
Quality  of  Health  Care  in  America 


ow  good  is  the  quality  of  health  care 
in  America?  To  answer  this  question, 
Elizabeth  McGlynn  led  a  team  of 
experts  in  the  largest  and  most  com¬ 
prehensive  examination  ever  conducted  of 
health  care  quality  in  the  United  States.  Called 
the  Community  Quality  Index  Study,  it 
assessed  the  extent  to  which  recommended  care 
was  provided  to  a  representative  sample  of  the 
U.S.  population  for  a  broad  range  of  condi¬ 
tions  in  12  metropolitan  areas. 

Designing  a  National  Report  Card  on 
Quality  of  Care 

The  Community  Quality  Index  Study  differs 
from  previous  assessments  of  quality  because 
it  was  more  comprehensive,  examined  quality 
across  the  nation  rather  than  in  one  geographic 
area,  and  included  people  with  all  types  of 
insurance  and  a  wide  range  of  conditions.  The 
research  team  used  random  telephone  surveys 
to  interview  more  than  13,000  adults  in  12 
metropolitan  areas  regarding  their  health  care 
experiences  (see  Figure  1).  About  6,700  individ¬ 
uals  provided  written  consent  for  researchers  to 
review  their  medical  records  and  use  the  infor¬ 
mation  to  evaluate  performance  on  439  clinical 
indicators  of  quality  for  30  acute  and  chronic 


Key  findings: 

•  Overall,  adults  received  about  half  of 
recommended  care. 

•  The  level  of  performance  was  similar  for 
chronic,  acute,  and  preventive  care. 

•  Quality  of  care  varied  substantially  by 
condition. 

•  Performance  was  also  similar  in  each  of 
the  metropolitan  areas  studied. 

•  No  community  had  consistently  the  best  or 
worst  quality. 


conditions,  such  as  diabetes  mellitus,  asthma, 
hypertension  (high  blood  pressure),  and  heart 
disease,  and  for  related  preventive  care. 

Measuring  Quality  of  Care 

To  define  and  measure  quality,  the  team  devel¬ 
oped  a  set  of  quality  indicators,  known  as  the 
RAND  Quality  Assessment  (QA)  Tools  system. 
RAND  staff  selected  30  clinical  areas  represent¬ 
ing  the  leading  causes  of  death  and  disability  as 
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Ciinical  Condirions  Included  in  the 
RAND  Quality  Assessment  Tools  System 

Alcohol  dependence 
Asthma 

Atrial  fibrillation 

Benign  prostatic  hyperplasia 

Breast  cancer 

Cancer  pain  and  palliation 
Cataracts 

Cerebrovascular  disease 
Cesarean  delivery 

Chronic  obstructive  pulmonary  disease 
Colorectal  cancer 
Communityocquired  pneumonia 
Coronary  artery  disease 
Depressicm 
Diobetes  mellitus 

Dyspepsia  and  peptic  ulcer  disease 

Headache 

Heart  failure 

Hip  fracture 

Hyperliprdemia 

Hypertension 

Hysteredorry 

Low  back  pain  (acute) 

Mer>opause  management 

Orthopedic  conditions 

Osteoarthritis 

Prenatal  care 

Prostate  cancer 

Urinary  tract  infections 

Vaginitis  and  sexually  transmitted  diseases 

Examples  of  Related  Preventive  Core 

Breast  cancer  screening 
Cervical  cancer  screening 
Colorectal  cancer  screening 
Cigarette  use  counseling 
Family  pianning/contraception 
Immunizations 

Screening  for  problem  drinking 


Figure  1 

Metropolitan  Areas  in  the  Community  Quality  Index 
Study 


well  as  the  major  reasons  that  people  seek  care.  They  devel¬ 
oped  specific  standards  or  quality  indicators  within  each  clin¬ 
ical  area,  based  on  a  review  of  national  guidelines  and  the 
medical  literature.  Panels  of  experts  evaluated  the  proposed 
quality  indicators.  (All  the  quality  indicators,  including  the 
literature  reviewed  and  the  panel  recommendations,  are  avail¬ 
able  on  the  RAND  Health  web  site  at  www.rand.org/health/ 
tools/qualist.html.)  The  researchers  developed  computer- 
assisted  medical  record  abstraction  software  to  facilitate  data 
collection  by  nurses. 

The  researchers  constructed  a  quality  “score”  for  each 
patient.  The  score  was  the  number  of  times  that  the  patient 
received  the  care  recommended  across  all  of  the  conditions 
that  the  patient  had  in  a  two-year  period,  divided  by  the 
number  of  times  that  the  patient  was  determined  to  need 
specific  health  care  interventions.  The  team  then  aggregated 
the  individual  scores  to  obtain  quality  scores  for  various 
dimensions  of  performance. 

Study  Highlights 

•  Overall,  participants  in  the  study  received  55  percent  of 
recommended  care. 

•  Underuse  of  care  was  a  greater  problem  than  overuse.  For 
example,  patients  failed  to  receive  recommended  care 
about  46  percent  of  the  time,  compared  with  1 1  percent  of 
the  time  when  they  received  care  that  was  not  recommend¬ 
ed  and  potentially  harmful  (see  Figure  2). 

•  Overall  performance  was  strikingly  similar  in  all  of  the 
communities  studied.  Overall  quality  ranged  from  59  per¬ 
cent  in  Seattle  to  51  percent  in  Little  Rock  (see  Figure  3). 
The  researchers  found  the  same  basic  level  of  performance 
for  chronic,  acute,  and  preventive  care. 
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•  Quality  varied  substantially  across  conditions.  For  example, 
people  with  cataracts  received  about  79  percent  of  recom- 
mended  care;  persons  with  alcohol  dependence  received 
about  1 1  percent  (see  Figure  4). 

•  Preventive  care.  All  communities  did  a  better  job  of  pre¬ 
venting  chronic  disease  through  screening  tests  (e.g.,  mea¬ 
suring  blood  pressure)  and  immunizations  compared  with 
other  types  of  preventive  care — for  example,  prevention  of 
sexually  transmitted  diseases  and  HIV  and  counseling  for 
substance  abuse. 

•  Care  for  chronic  disease.  Care  for  selected  chronic  condi¬ 
tions  (cardiac  care,  depression,  hypertension,  diabetes,  and 
pulmonary  problems)  varied  both  across  conditions  and 
across  communities  within  the  same  condition.  For  example: 

—  Quality  of  care  for  hypertension  was  among  the  best  for 
the  chronic  conditions — residents  in  Cleveland  received 
about  70  percent  of  recommended  care  for  this  condition. 

—  Quality  of  care  for  cardiac  conditions  (including  coro¬ 
nary  artery  disease,  congestive  heart  failure,  and  atrial 
fibrillation)  was  generally  lower  than  care  for  hyperten¬ 
sion,  ranging  firom  52  percent  in  Indianapolis  and 
Orange  County  to  70  percent  in  Cleveland  and  Syracuse. 

—  Quality  of  care  for  pulmonary  problems  (asthma  and 
chronic  obstructive  pulmonary  disease)  was  lower  than 
care  for  hypertension  or  cardiac  conditions. 

—  Care  for  depression  was  even  lower,  ranging  from  47 
percent  in  Newark  to  63  percent  in  Seattle. 

—  In  most  communities,  quality  of  care  for  diabetes  was 
lower  than  care  for  depression. 

No  single  community  had  consistendy  the  highest  or  lowest 
performance  for  all  of  the  chronic  conditions.  The  relative  rank¬ 
ings  of  the  communities  changed  depending  on  the  aspect  of 
care  being  examined.  (See  quality  ratings  for  each  community 
at  http://www.rand.org/news/press.04/05.04table.pdf.) 

Does  Poor  Quality  Matter? 

The  deficits  in  care  documented  in  the  Community  Quality 
Index  Study  pose  serious  threats  to  the  health  of  the  Ameri¬ 
can  public  and  translate  into  thousands  of  preventable  com¬ 
plications  and  deaths  per  year  (see  the  table  on  page  4). 

•  People  with  diabetes  received  only  45  percent  of  the  care 
they  needed.  For  example,  less  than  one-quarter  of  diabet¬ 
ics  had  their  average  blood  sugar  levels  measured  regularly. 
Poor  control  of  blood  sugar  can  lead  to  kidney  failure, 
blindness,  and  amputation  of  limbs. 

•  Patients  with  hypertension  received  less  than  65  percent 
of  recommended  care.  Poor  blood  pressure  control  is  asso¬ 
ciated  with  incre^ed  risk  for  heart  disease,  stroke,  and 


Figure  2 

Performance  of  the  U.S.  Health  Care  System 
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Figure  3 

Quality  of  Care  Was  Similar  in  All  the  Communities 
Studied 


Percentage  of  standards  passed 


Figure  4 

Management  of  Adults'  General  Medical  Problems 
Varied  Significantly 
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death.  In  fact,  poor  blood  pressure  control  contributes  to 
more  than  68,000  preventable  deaths  annually. 

•  People  with  coronary  artery  disease  received  68  percent 
of  recommended  care,  but  just  45  percent  of  heart  attack 
patients  received  beta  blockers  and  61  percent  got  aspirin — 
medications  that  could  reduce  their  risk  of  death  by  more 
than  20  percent. 

•  Patients  with  pneumonia  received  just  39  percent  of  rec¬ 
ommended  care.  In  fact,  fewer  than  two-thirds  of  elderly 
Americans  were  vaccinated  against  pneumonia.  Nearly 
10,000  deaths  from  pneumonia  could  be  prevented  annu¬ 
ally  through  proper  vaccinations. 

•  Patients  with  colorectal  cancer  received  54  percent  of 
recommended  care,  but  just  38  percent  of  adults  were 
screened  for  colorectal  cancer.  Routine  tests  and  appro¬ 
priate  follow-up  could  prevent  9,600  deaths  a  year. 

WhaKs  Needed  to  Improve  Care? 

This  study  provides  the  best  estimates  ever  available  about 
the  quality  of  care  in  the  United  States.  The  study  reveals 
substantial  gaps  between  what  clinicians  know  works  and  the 
care  actually  provided.  These  deficits  persist  despite  initia¬ 
tives  by  both  the  federal  government  and  private  health  care 
delivery  systems  to  improve  care. 

This  study  is  not  the  first  to  identify  poor-quality  care. 
Studies  stretching  back  over  more  than  four  decades  have 
documented  similar  levels  of  poor  performance.  However, 
most  people  do  not  believe  that  there  is  a  quality  problem. 
Many  think  that  the  care  delivered  by  their  doctor,  or  in 
their  community,  is  better  than  the  care  delivered  in  the 
nation  as  a  whole. 

What  s  needed  to  move  the  nation  forward?  The  first  step 
in  improving  care  will  be  routine  availability  of  information 

Why  Quality  Standards  Matter 


on  health  care  performance  at  all  levels.  Information  systems 
are  needed  that  can  produce  the  necessary  measures  of  care 
routinely  as  part  of  the  process  of  delivering  care.  Achieving 
this  will  require  a  major  overhaul  of  our  current  health  infor¬ 
mation  systems,  with  a  focus  on  automating  the  entry  and 
retrieval  of  key  data  to  support  clinical  decisionmaking  and 
to  measure  and  report  quality. 

Information  is  essential,  but  it  isn’t  enough.  We  need  to 
create  teams  of  health  professionals — doctors,  nurses,  and 
health  educators — ^who  work  together  to  give  each  individual 
the  care  needed.  Those  teams  must  have  tools  to  help  them 
quickly  identify  the  best  set  of  services  for  each  patient  and 
be  able  to  explain  the  choices  clearly  so  that  patients  can 
choose  the  treatment  that  is  right  for  them. 

Communities  need  to  examine  their  quality  of  care  and 
determine  how  they  might  approach  local  quality  initiatives. 
Large  employers  could  provide  leadership  to  improve  chronic 
disease  care  in  outpatient  settings.  Health  care  systems  could 
collaborate  with  communities  to  improve  preventive  care. 

Perhaps  most  important,  patients  must  take  responsibility 
for  their  own  care.  They  should  seek  information  from  trusted 
sources — such  as  their  physicians,  health  care  agencies  special¬ 
izing  in  their  condition  or  disease  (e.g.,  the  American  Diabetes 
Association),  and  organizations  specializing  in  preventive  care 
(e.g.,  the  U.S.  Preventive  Services  Task  Force) — ^to  learn  what 
kind  of  preventive  care  or  treatment  they  should  be  receiving, 
then  work  with  their  physicians  to  ensure  that  they  get  rec¬ 
ommended  care.  Patients  should  not  assume  that  their  physi¬ 
cians  will  remember  all  that  needs  to  be  done.  They  can  help 
their  physicians  provide  good  care  by  being  active  advocates 
for  it.  ■ 


Condition 

What  We  Found 

Potentially  Preventable  Complications  or  Deaths  (annual) 

Diabetes 

Hypertension* 

Heart  attacks* 

Pneumonia* 

Colorectal  cancer* 

Average  blood  sugar  not  measured  for  24% 

Less  than  65%  received  indicated  care 

39-55%  did  not  receive  needed  medications 

36%  of  elderly  received  no  vaccine 

62%  not  screened 

2.600  blind;  29,000  kidney  failure 

68,000  deaths 

37,000  deaths 

10,000  deaths 

9.600  deaths 

♦Source:  Woolf  SH,  *'The  Need  for  Perspective  in  Evidence-Based  Medicine/  Journal  of  the  American  Medical  Association,  Vol.  282,  1999,  pp.  2358-2365. 
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